concentrations, and urinalysis were normal. Rheumatoid factor and antinuclear, antiextractable nuclear antigen, and antimitochondrial antibodies were absent. The LAC test was positive and low titre (12 arbitrary units) of aCL of the IgG isotype were found by enzyme linked immunoabsorbent assay. Both LAC and aCL tests were performed as previously described.4 A Doppler ultrasound examination of the lower limbs showed an extensive, bilateral thrombosis of both femoral and popliteal veins (figure). The child was discharged with weekly subcutaneous heparin calcium (Calciparine, Sanofi) and was then lost to follow up. He was discharged home at 6 months of age, on full enteral feeding, and followed up at his local hospital.
Discussion
He was referred to the surgical unit at the age of 7 years for investigation of anaemia. He had no symptoms, was on the third centile for both height and weight, and was passing two normal stools each day. Despite recent transfusion, investigation revealed a microcytic hypochromic anaemia, with a haemoglobin concentration of 65 g/l. Testing for faecal occult blood gave a strongly positive result. An upper gastrointestinal endoscopy and barium meal both gave normal results, but at colonoscopy the mucosa A boy was born at term with *gastroschisis.
Primary closure was not possible and part of the bowel became necrotic. Altogether 50% of the small bowel was resected and an ileocolic anastomosis fashioned. The gastroschisis was eventually closed on day 10, with a porcine dermis patch. He was discharged home at the age of 9 weeks on a modular feed based on comminuted chicken. By the end of the first year of life he was tolerating soya milk and a variety of solids, although his weight gain was poor and stools continued to be loose.
At the age of 5 years he presented with bouts of abdominal pain and melaena. Investigation revealed a haemoglobin concentration of 50 g/l with an iron deficient picture. The anaemia recurred despite transfusion and he was referred back to the surgical unit for investigation. The following studies gave normal results: upper gastrointestinal endoscopy, colonoscopy, contrast enema, radioisotope scan for Meckel's diverticulum, and 99mTc-labelled red cell scintiscan. Serum gastrin concentration was normal (38 pmol/l). Treatment with cimetidine 20 mg/kg/day for two months did not prevent anaemia. He underwent laparotomy and chronic ulceration was discovered at the site of the ileocolic anastomosis. There was no evidence of stricture and the anastomosis was revised; histology showed non-specific ulceration.
Eighteen months later he remains well with no recurrence of gastrointestinal blood loss. If absence of the ileocaecal valve is a critical factor in aetiology perhaps the development of surgical techniques aimed at reconstruction of valve mechanism might offer a hope of cure. Unfortunately, the presence of a valve does not altogether preclude the possibility ofanastomotic ulceration.3 A rational approach to management must depend on a future understanding of the aetiological mechanisms concerned, but long term follow up of children who have undergone ileocolic anastomosis in the newborn period is clearly essential.
